Appendices for:
Report to Congress:

Social Risk Factors and Performance Under
Medicare’s Value-Based Payment
Programs

United States Department of Health and Human Services
Office of the Assistant Secretary for Planning and Evaluation
Washington, D.C.

December 2016

APPENDICES FOR: REPORT TO CONGRESS: SOCIAL Risk FACTORS AND PERFORMANCE UNDER MEDICARE’S VALUE-BASED PURCHASING PROGRAMS




Contents

CONEENTS .ttt a e s s e e s ara s 2
Appendix for Executive Summary: Summary of Program Findings, Strategies, and Considerations........... 3
Appendix Chapter 1: INtrodUCTION .......iii it e e et e e e e rta e e e e ata e e e eataeeeeantsaeesannsneenan 20
Appendix Chapter 2: SOCIal RiSK FACTOIS .......iiii ettt ettt e e e tre e e e are e e e arae e e naaeeean 27
Appendix Chapter 3: Statistical METNOAS ......cocuuiiiieee e e et e et re e e s e aaaeeean 28
Appendix Chapter 4: BeSt PraCliCeS .....uii ettt e e e s rta e e s s sarae e e ssaaseeeeenbaeeessnnsaeeens 29
Appendix Chapter 5: Hospital Readmissions Reduction Program ........ccccccuveeeeviieeisiiiieeesiineeessireesssneeeens 30
Appendix Chapter 6: The Hospital-Acquired Conditions Reduction Program..........ccccceevviveeeniiiveeeiicneennn. 44
Appendix Chapter 7: The Hospital Value-Based Purchasing Program..........cccoccveeiviiieeeeiiieeeeciieee e 75
Appendix Chapter 8: Medicare AdVaNTaZe......ccuuiiiiiiiiiiiiiee ettt esree e sbee e s ebee e e s sabee e e e sabeee s esareeas 126
Appendix Chapter 9: The Medicare Shared Savings Program ..........ccceeeecieeeeiiieeeesiiieeessieeeeesveeeeesaveens 149
Appendix Chapter 10: The Physician Value-Based Payment Modifier .........cccocieeiiviieeiiniiee e, 171
Appendix Chapter 11: The End-Stage Renal Disease Quality Incentive Program.........cccoceevvveerveeencueennne 202
Appendix Chapter 12: Skilled NUrsing FaCilities.......cccuuiiiiiiiiieiiiiee ettt 219
Appendix Chapter 13: Home Health AGENCIES......ccicciiiii it 235

APPENDICES FOR: REPORT TO CONGRESS: SOCIAL Risk FACTORS AND PERFORMANCE UNDER MEDICARE’S VALUE-BASED PURCHASING PROGRAMS




Appendix for Executive Summary:
Summary of Program Findings, Strategies,
and Considerations

The executive summary chapter of this report discusses the overall findings and considerations across
the nine programs evaluated. Those overall findings arose from analyses that were conducted
separately for each program and led to the formation of the three strategies and their corresponding
considerations presented in the executive summary. However, each of these considerations applies
somewhat differently to each program, depending on their applicability and the program structure.

Additionally, some programs have considerations that are so program-specific that they do not fit into
the three-strategy framework that applies across programs. For example, for the Hospital Acquired
Condition Reduction Program (HACRP), the department recommends that the HACRP be updated with
AHRQ'’s revised PSI-90 measure.

A summary of the research questions, findings, and considerations are presented below. Each program’s
chapter in the full report provides additional detail on the findings and considerations.

I The Hospital Readmissions Reduction Program (HRRP)

Research Questions

e s there a relationship between beneficiary social risk and readmission rates?

e Is there a relationship between hospital social risk profile and readmission rates?

e Are hospitals that serve a high proportion of beneficiaries with social risk factors more likely to
receive penalties under the Hospital Readmissions Reduction Program?

e How would potential policy options to address issues of social risk and performance in the
Hospital Readmissions Reduction Program affect program penalties?

Key Findings:

Underlying Relationships

e Dually-enrolled beneficiaries had significantly greater odds of readmission than non-dually enrolled
beneficiaries even within the same hospitals, an effect that was relatively similar across hospitals
participating in the HRRP.
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e There was also a significant hospital effect, suggesting that safety-net hospitals have other
unmeasured differences in patient characteristics, provide poorer-quality care to prevent
readmissions, or face other barriers that might be related to the availability of resources or
community supports.

Program Impacts

e Under the current readmission measures, the differences between hospitals’ risk-standardized
readmission rates were much smaller than the differences in raw readmission rates.

e Thus, under the current program using the current risk-adjusted measures, the differences in
penalties between safety-net and non-safety-net hospitals were small.

Policy Simulations

e Under the current condition-specific program, direct adjustment for dual enrollment or stratifying
hospitals by Disproportionate Share Hospital (DSH) Index and then assigning penalties by strata
could significantly close the gap in penalties between safety-net and non-safety-net hospitals.

e Rewarding within hospital improvement over previous years, though appealing philosophically,
would not impact penalties for safety-net hospitals, even with a bonus for high DSH Index hospitals.

e Under the current penalty formula, moving to a hospital-wide readmission measure would increase
penalties for all hospitals. This would also increase the disparity in penalties between safety-net and
other hospitals, both in absolute and relative terms.

SUMMARY OF STRATEGIES AND CONSIDERATIONS

STRATEGY 1: Measure and Report Quality for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Measure developers should develop readmission measures and/or statistical
approaches suitable for reporting of performance for beneficiaries with social risk factors, where
feasible.

CONSIDERATION 2: Consider prospectively monitoring for potential unintended consequences. In
particular, the cumulative penalties across the three hospital programs for providers that serve
beneficiaries with social risk factors should be tracked.

STRATEGY 2: Set High, Fair Standards for All Beneficiaries

CONSIDERATION 1: Readmission measures used in the current program should continue to be examined
to determine if adjustment for social risk factors is appropriate.

CONSIDERATION 2: The use of a hospital-wide readmissions measure for the HRRP should be pursued in
the long term, as included in the President’s budgets for FY 2017 and FY 2016. However, the hospital-
wide measure with the current penalty formula creates larger penalties among a smaller number of
hospitals and disproportionately impacts the safety net. Therefore, changes to the penalty formula, or
additional strategies such as stratification, should be pursued if this measure is implemented.

CONSIDERATION 3: Program measures should be studied to determine whether differences in health
status might underlie the observed relationships between social risk and performance, and whether
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better adjustment for health status might improve the ability to differentiate true differences in
performance between providers.

STRATEGY 3: Reward and Support Better Outcomes for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider providing additional financial incentives for achievement of low
readmission rates for beneficiaries with social risk factors.

CONSIDERATION 2: Consider using existing or new quality improvement programs to provide targeted
technical assistance for readmissions reduction to providers that serve beneficiaries with social risk
factors.

CONSIDERATION 3: Consider developing demonstrations or models focusing on care innovation that
may help reduce readmissions for beneficiaries with social risk factors.

Il. The Hospital-Acquired Conditions Reduction Program (HACRP)

Research Questions

e Isthere a relationship between beneficiary social risk and performance on the safety measures
that comprise the Hospital-Acquired Conditions Reduction Program (HACRP)?

e Isthere a relationship between hospital social risk profile and performance on the safety
measures that comprise the program?

e Are hospitals that serve a high proportion of beneficiaries with social risk factors more likely to
be penalized under the HACRP?

e How would potential policy options to address issues of social risk and performance in the
HACRP affect penalties?

Key Findings:

Underlying Relationships

e Both beneficiary social risk (dual enrollment, disability as the original reason for Medicare
entitlement, and Black race) and hospital makeup (highest quintile of disproportionate share
hospital (DSH) payments, beneficiaries with disabilities, or beneficiaries identified as Black)
were associated with higher rates of patient safety events in the PSI-90 measure, suggesting
both beneficiary and hospital factors contribute to patient safety events.

Program Impacts

e Safety-net hospitals (defined as those in the top quintile of DSH Index) and hospitals with a
higher proportion of Black beneficiaries were more likely to be penalized under the HACRP.

Policy Simulations
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e Risk-adjusting the PSI-90 measure for beneficiary social risk and/or unmeasured medical
complexity had minimal impact on penalties, as the PSI-90 makes up only a small portion of
hospitals’ total score under the HACRP.

e Adjusting CDC’s Hospital-Acquired Infection measures at the hospital level for DSH Index as
a proxy for beneficiary social risk, and average HCC scores as a proxy for medical complexity,
reduced the differences in penalty status between safety-net and non-safety-net hospitals.

e Stratifying hospitals into two groups (safety-net and non-safety-net) to determine penalties
equalized the proportion of hospitals penalized by safety-net status.

e Restructuring the program to a linear penalty performance and basing penalty calculations
on base DRG payments instead of total IPPS payments reduced the likelihood of penalties
for the safety-net and reduced their average penalty dollars.

e Rewarding improvement had a limited impact on penalties.

e Changes to the program finalized by CMS in the FY 2017 Hospital Inpatient PPS Final Rule
(81 Fed. Reg. 162), which include harms-based weighting in the modified PSI-90 and
winsorized z-scores, are expected to lead to higher penalty rates for safety-net hospitals, but
better reflect performance differences and the severity of harms from safety events.

Strategies and Considerations for the HACRP

SUMMARY OF STRATEGIES AND CONSIDERATIONS

STRATEGY 1: Measure and Report Quality for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider enhancing data collection and developing statistical techniques to allow
measurement and reporting of performance for beneficiaries with social risk factors on key patient
safety and infection measures.

CONSIDERATION 2: Consider prospectively monitoring for potential unintended consequences of the
HACRP; the cumulative penalties across the three hospital value-based purchasing programs should be
tracked for hospitals that disproportionately serve beneficiaries with social risk factors.

STRATEGY 2: Set High, Fair Standards for All Beneficiaries

CONSIDERATION 1: Patient safety measures used in the current HACRP should continue to be examined
to determine if adjustment for social risk factors is appropriate.

CONSIDERATION 2: The HACRP should be updated with AHRQ’s revised PSI-90 measure, as CMS plans to
do in FY2018.

CONSIDERATION 3: Consider restructuring the HACRP to minimize differential impacts on hospitals
disproportionately serving beneficiaries with social risk factors and incent improvement along the
continuum of performance by determining penalties using base DRG payments and using a linear
penalty scale rather than a binary penalty, with a continuous scoring approach, as included in the
President’s FY 2016 budget.

CONSIDERATION 4: Program measures should be studied to determine whether differences in health
status might underlie the observed relationships between social risk and performance, and whether
better adjustment for health status might improve the ability to differentiate true differences in
performance between providers. In particular, patient-level clinical data from the CDC healthcare
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associated infection measures should be examined and considered for risk adjustment. A long-term
alternative would be to develop alternate safety measures such as all-harms measures using EHR data.

STRATEGY 3: Reward and Support Better Outcomes for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider providing additional financial incentives for hospitals that achieve low
patient safety event rates and/or infection rates among beneficiaries with social risk factors.

CONSIDERATION 2: Consider using existing or new quality improvement programs to provide targeted
technical assistance to providers that serve beneficiaries with social risk factors.

CONSIDERATION 3: Consider developing demonstrations or models focusing on care innovations to
achieve low patient safety event rates and/or infection rates for beneficiaries with social risk factors.

. The Hospital Value-Based Purchasing Program (HVBP)

Research Questions

e Isthere a relationship between patient social risk and performance on the metrics that comprise
the Hospital Value-Based Purchasing (HVBP) program?

e Isthere a relationship between hospital social risk profile and performance on the metrics that
comprise the program?

e Are hospitals that serve a high proportion of beneficiaries with social risk factors more likely to
receive penalties under this program?

e What impact would policy options, including adjustment and stratification, have on hospitals
performance and bonuses or penalties?

Key Findings:

Underlying Relationships

e Dually-enrolled beneficiaries had higher spending per care episode, as modeled using the
Medicare Spending per Beneficiary parameters; differences were primarily driven by post-acute
spending, both in terms of the frequency of use of more expensive settings and the spending
within each setting.

e Social risk factors were generally protective for 30-day mortality measures, with the exception
of disability and rural status, which were associated with higher mortality at both the
beneficiary and hospital level.

Program Impacts

e The worse performance by safety-net hospitals (defined as the top 20% of disproportionate
share hospital (DSH) index) on the total HVBP performance score was driven primarily by poor
performance on patient experience measures. These hospitals also performed slightly worse
than non-safety-net hospitals on process of care measures and efficiency, and on the patient
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safety components of the outcome domain. However, safety-net hospitals performed
equivalently to other hospitals on the mortality components of the outcome domain.

e Safety-net hospitals were more likely to receive penalties and less likely to receive bonuses
under HVBP.

Policy Simulations

e Adjusting the MSPB efficiency measure for dual status and removing the patient safety
measures from the HVBP program were associated with slight improvements in performance for
safety-net providers.

Strategies and Considerations for HVBP

SUMMARY OF STRATEGIES AND CONSIDERATIONS

STRATEGY 1: Measure and Report Quality for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider enhancing data collection and developing statistical techniques to allow
measurement and reporting of performance for beneficiaries with social risk factors on key hospital
quality and resource use measures.

CONSIDERATION 2: Consider developing key hospital quality and resource use measures and/or
statistical approaches suitable for reporting of performance for beneficiaries with social risk factors,
where feasible.

CONSIDERATION 3: When feasible, consider developing and introducing a health equity measure or
domain into the HVBP program to measure disparities and incent a focus on reducing them.

CONSIDERATION 4: Consider prospectively monitoring for potential unintended consequences. In
particular, the cumulative penalties across the three hospital programs for providers that serve
beneficiaries with social risk factors should be tracked.

STRATEGY 2: Set High, Fair Standards for All Beneficiaries

CONSIDERATION 1: The measures used in the current HVBP program should continue to be examined to
determine if adjustment for social risk factors is appropriate.

CONSIDERATION 2: Program measures should be studied to determine whether differences in health
status might underlie the observed relationships between social risk and performance, and whether
better adjustment for health status might improve the ability to differentiate true differences in
performance between providers.

STRATEGY 3: Reward and Support Better Outcomes for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider providing additional financial incentives for achievement and/or
improvement in quality and outcomes in beneficiaries with social risk factors.

CONSIDERATION 2: Consider using existing or new quality improvement programs to provide targeted
technical assistance to hospitals that disproportionately serve beneficiaries with social risk factors.

CONSIDERATION 3: Consider developing demonstrations or models focusing on care innovations that
may help achieve better outcomes for beneficiaries with social risk factors who are hospitalized.
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IV.

Re

Ke

Medicare Advantage (MA)

search Questions

e Is there a relationship between beneficiary social risk and performance on the metrics that
comprise the Medicare Advantage Quality Star Rating program?

e |s there a relationship between contract social risk profile and performance on the metrics that
comprise the program?

e Are contracts that serve a high proportion of beneficiaries with social risk factors less likely to
receive bonuses under this program?

e What impact would policy options, including adjustment and stratification, have on contracts’
performance and bonuses?

y Findings:

Underlying Relationships

Dually-enrolled or low-income-subsidy, Black, and rural beneficiaries, beneficiaries living in low-
income neighborhoods, and beneficiaries with disabilities experienced worse outcomes compared
to other beneficiaries on many to most of the quality metrics included in the MA Quality Star Rating
program. These differences were small to moderate in size, and largely driven by patient rather
than contract factors. Hispanic beneficiaries had better outcomes on most measures.

Program Impact

Po

Contracts with a high proportion of beneficiaries with social risk factors generally did worse on
overall quality scores, and were much less likely to receive quality bonus payments. However, a
small number of contracts serving predominantly dually-enrolled / low-income subsidy-enrolled
beneficiaries performed well on the quality measures overall.

licy simulations

Adjusting for social risk at the measure level, either directly or using an index, led to small changes in
performance scores for contracts overall, though there were small gains in high-dual contracts;
changes were small because the differences in performance between dually-enrolled and non-
dually-enrolled beneficiaries were small for some measures, and because only the patient-level
clinical measures were adjusted, and no adjustments were applied to patient experience measures
(because they are already adjusted for social risk) or contract-level measures.

Upweighting the improvement measure had a limited impact.

Stratifying contracts by proportion dual led to changes in Star Ratings; using population grouping to
stratify within contracts also led to changes in Star Ratings.

Providing star adjustments for improvement or achievement in beneficiaries with social risk factors,
or for equity, led to changes in Star Ratings.
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Strategies and Considerations for MA

SUMMARY OF STRATEGIES AND CONSIDERATIONS

STRATEGY 1: Measure and Report Quality for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider enhancing data collection and developing statistical techniques to allow
measurement and reporting of performance for beneficiaries with social risk factors, or for subgroups of
plans (e.g., special needs plans) on key quality measures.

CONSIDERATION 2: Measure developers should develop measures that are meaningful for Medicare
beneficiaries with disabilities, where many current measures do not apply.

CONSIDERATION 3: Consider developing and introducing a new measure or domain on Achieving Health
Equity into the MA program to assess and reward health plan efforts to reduce health disparities.

CONSIDERATION 4: Prospectively monitor the financial impact of the MA program on providers
disproportionately serving beneficiaries with social risk factors.

STRATEGY 2: Set High, Fair Standards for All Beneficiaries

CONSIDERATION 1: A temporary adjustment index by contracts’ dual and disability makeup should be
used in the short term, as outlined in the 2017 Rate Announcement and Call Letter. The measures used
in the current MA program should continue to be examined to determine if adjustment for social risk
factors is appropriate.

CONSIDERATION 2: Program measures should be studied to determine whether differences in health
status might underlie the observed relationships between social risk and performance, and whether
better adjustment for health status might improve the ability to differentiate true differences in
performance between providers.

STRATEGY 3: Reward and Support Better Outcomes for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider providing targeted star adjustments to reward contracts that achieve high
quality or improve significantly for dually-enrolled beneficiaries.

CONSIDERATION 2: Consider using existing or new quality improvement programs to provide targeted
technical assistance to contracts serving a high proportion of beneficiaries who are dually-enrolled or
who have disabilities.

CONSIDERATION 3: Consider requiring that contracts serving dually-enrolled beneficiaries coordinate
benefits between Medicare and Medicaid. Barriers to integration of services between the two payers as
well as barriers to spending flexibility for supplemental benefits for dually-enrolled beneficiaries should
be minimized where feasible.

CONSIDERATION 4: Consider developing demonstrations or models focusing on care innovations that
may help achieve better outcomes for beneficiaries with social risk factors.

CONSIDERATION 5: Consider further research to examine the costs of caring for beneficiaries with social
risk factors to determine whether current payments adequately account for differences in care needs.
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V. The Medicare Shared Savings Program (MSSP)

Research Questions

e Isthere a relationship between beneficiary social risk and performance on the cost and quality
measures that comprise the Medicare Shared Savings Program (Medicare Shared Savings
Program)?

e Isthere a relationship between Accountable Care Organization (ACO) social risk profile and
performance on the cost and quality measures that comprise the program?

o Are ACOs that serve a high proportion of beneficiaries with social risk factors less likely to share
in savings under the Medicare Shared Savings Program?

e How would potential policy options to address issues of social risk and performance in the
Medicare Shared Savings Program affect shared savings?

Key Findings:

Underlying Relationships

e Dually-enrolled and Black beneficiaries, as well as beneficiaries with disabilities, were more
likely to be readmitted, even after controlling for differences in patient risk. These disparities
were very similar to those found in the HRRP analyses (Chapter 5), though the raw readmission
rates in ACO beneficiaries in general were lower than those seen in the overall FFS population.

o Within the same ACO, dually-enrolled, Black, and Hispanic, beneficiaries, as well as beneficiaries
with disabilities and those from low-income ZCTAs, had greater odds of being admitted for
COPD (but not for HF) than other beneficiaries, even after risk-adjustment.

e Beneficiary-level factors were generally a larger contributor to readmission rates than ACO-level
factors. Beneficiaries in high-dual, high-disabled, and high-Black ACOs were more likely to have
preventable admissions for COPD, even once patient clinical risk was taken into consideration.

Cost and Quality Performance among ACOs Serving Socially at-risk Populations

e ACOs in the highest quintile of the proportion of beneficiaries with social risk factors served had
comparable scores on the majority of quality measures to ACOs serving an average population.

e ACOs in the highest quintile of the proportion of beneficiaries with social risk factors served had,
on average, higher cost benchmarks than ACOs serving an average population.

e In general, ACOs serving beneficiaries with social risk factors had greater savings and were more
likely to share in savings relative to ACOs overall.

Policy Simulations

e Providing a bonus for ACOs that served a high-dual population increased per-beneficiary savings.
e Moving to a regional benchmark was associated with higher absolute savings for high-dual ACOs
but created a disparity between these and other ACOs in achieving shared savings.
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Strategies and Considerations for the Medicare Shared Savings Program

SUMMARY OF STRATEGIES AND CONSIDERATIONS

STRATEGY 1: Measure and Report Quality for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider enhancing data collection and developing statistical techniques to allow
measurement and reporting of performance for beneficiaries with social risk factors on key quality and
resource use measures.

CONSIDERATION 2: Measure developers should develop key quality and resource use measures and/or
statistical approaches suitable for reporting of performance for beneficiaries with social risk factors.

CONSIDERATION 3: When feasible, consider developing and introducing a new measure or domain on
Achieving Health Equity to the Medicare Shared Savings Program to assess and reward ACO efforts to
reduce health disparities.

CONSIDERATION 4: Prospectively monitor costs and savings for ACOs disproportionately serving high
proportions of dually-enrolled beneficiaries as the benchmark rebasing methodology that accounts for
factors based on FFS spending in the ACO’s regional service area takes effect.

STRATEGY 2: Set High, Fair Standards for All Beneficiaries

CONSIDERATION 1: The measures used in the Medicare Shared Savings Program should continue to be
examined to determine if adjustment for social risk factors is appropriate.

CONSIDERATION 2: Ambulatory care-sensitive condition admission measures should account for medical
risk, as CMS has announced will be done in future program years (see 2017 PFS final rule, published
November 2016).

CONSIDERATION 3: Program measures should be studied to determine whether differences in health
status might underlie the observed relationships between social risk and performance, and whether
better adjustment for health status might improve the ability to differentiate true differences in
performance between providers. Attention should also be given to developing quality and outcome
measures specifically designed for the ACO setting.

STRATEGY 3: Reward and Support Better Outcomes for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider providing additional financial incentives to reward ACOs that achieve high
quality or significant improvement specifically among their beneficiaries with social risk factors.

CONSIDERATION 2: Consider providing targeted technical assistance to ACOs that disproportionately
serve beneficiaries with social risk factors to help improve quality.

CONSIDERATION 3: Consider developing demonstrations or models focusing on care innovations that
may help achieve better outcomes for beneficiaries with social risk factors in ACOs.

CONSIDERATION 4: Consider further research to examine the costs of caring for beneficiaries with social
risk factors.
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VI.

The Physician Value-Based Payment Modifier (VM) Program

Research Questions

Is there a relationship between beneficiary social or medical risk and performance on the
metrics that comprise the Physician Value-Based Payment Modifier program?

Is there a relationship between practice social or medical risk profile and performance on the
metrics that comprise the program?

Are practices that serve a high proportion of socially or medically at-risk individuals more likely
to receive penalties under this program?

What impact would policy options, including adjustment and stratification, have on practices’
performance and bonuses or penalties?

Key Findings

Underlying Relationships

Dually-enrolled and complex beneficiaries had higher readmission and ambulatory care-
sensitive condition (ACSC) admission rates, even after adjustment for medical comorbidities and
even within the same practice.

Practices serving a high proportion of dually-enrolled or complex beneficiaries also had higher
readmission and ACSC rates, even after adjustment for medical comorbidities and social risk
factors. Practice effects were generally substantially smaller than the patient effects.
Dually-enrolled beneficiaries had higher costs of care than other beneficiaries, even after risk
adjustment and even within the same practices.

Complex beneficiaries had lower costs of care than other beneficiaries, after accounting for
medical risk and within the same practices.

Practices serving a high proportion of dually-enrolled beneficiaries had similar or higher costs of
care than other practices, after accounting for beneficiary dual enrollment. This was associated
with both beneficiary and practice characteristics, although beneficiary effects were generally
larger than practice effects.

Practices serving a high proportion of complex beneficiaries had higher costs of care, even after
accounting for beneficiary medical risk. This was primarily driven by practice effects.

Program Impacts

Many practices did not successfully meet program requirements (failed to self-nominate for the
PQRS as a group and report at least one measure, or failed to elect the PQRS administrative
claims option) for the Physician VM Program. This was the most common reason for a
downward adjustment in the program’s first year. High-dual practices were twice as likely as
other practices to fail to meet requirements for the program.

High-dual practices were at higher risk of receiving a downward payment adjustment.
High-complexity practices were at higher risk of receiving a downward payment adjustment.
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Policy Simulations

e Adjusting readmission and ambulatory care-sensitive admission measures for dual enrollment
had a negligible impact on payment adjustments.

o Adding medical risk adjustment to the ambulatory care-sensitive admission measures had a
negligible impact on payment adjustments.

e Stratification equalized payment adjustments for high-dual versus other practices, but had a
smaller effect on equalizing payment adjustments for high-complexity versus other practices.

e Adjusting cost measures for dual enrollment had little impact on payment adjustments.

Note: Since the VM program ends in 2018, strategies and considerations are provided to help with

decision making for the Merit-based Incentive Payment System (MIPS), and generally are not feasible for
implementation in VM given that timeframe.

Strategies and Considerations for Physician VM

SUMMARY OF STRATEGIES AND CONSIDERATIONS

STRATEGY 1: Measure and Report Quality for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider enhancing data collection and developing statistical techniques to allow
measurement and reporting of performance for beneficiaries with social risk factors on key quality and
resource use measures.

CONSIDERATION 2: When feasible, consider developing and introducing a new measure or domain on
Achieving Health Equity to MIPS to assess and reward physician practice efforts to reduce health
disparities.

CONSIDERATION 3: Consider prospectively monitoring for potential unintended consequences in the
current Physician VM program and in the MIPS program as it is implemented.

STRATEGY 2: Set High, Fair Standards for All Beneficiaries

CONSIDERATION 1: The measures used in the Physician VM Program should continue to be examined to
determine if adjustment for social risk factors is appropriate.

CONSIDERATION 2: The ambulatory care-sensitive condition measures should be updated to account for
medical risk.

CONSIDERATION 3: Program measures should be studied to determine whether differences in health
status might underlie the observed relationships between social risk and performance, and whether
better adjustment for health status might improve the ability to differentiate true differences in
performance between practices.

STRATEGY 3: Reward and Support Better Outcomes for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider providing additional payment adjustments for practices that
disproportionately serve beneficiaries with social risk factors and achieve high quality, or specifically for
achieving high quality in beneficiaries with social risk factors.

CONSIDERATION 2: Consider using existing or new quality improvement programs to provide targeted
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technical assistance to practices that disproportionately serve beneficiaries with social risk factors to
help improve quality and ensure they can successfully participate in the reporting required for the MIPS
program, or to assist in moving toward alternative payment model (APM) participation.

CONSIDERATION 3: Consider developing demonstrations or models focusing on care innovations that
may help achieve better outcomes for beneficiaries with social risk factors.

CONSIDERATION 4: Consider further research to examine the costs of caring for beneficiaries with social
risk factors and to determine whether current payments adequately account for these differences in
care needs.

VIl. The End-Stage Renal Disease Quality Incentive Program (ESRD QIP)

Research Questions

e Isthere a relationship between beneficiary social risk and performance on the metrics that
comprise the End-Stage Renal Disease Quality Incentive Program?

e Isthere a relationship between facility social risk profile and performance on the metrics that
comprise the program?

e Are facilities that serve a high proportion of beneficiaries with social risk factors more likely to
receive penalties under this program?

Key Findings:

e Beneficiaries with social risk factors have worse performance on many quality measures in the
ESRD QIP, even within the same facilities.

e Facilities with a high proportion of beneficiaries with social risk factors were more likely to
receive payment reductions. However, because so few facilities are penalized overall in the
Quality Incentive Program, these significant relative differences in the likelihood of being
penalized translate to small absolute differences in the number of facilities penalized.

e Measures that may be added to the program in future years are in areas where safety-net
providers have traditionally performed more poorly.

Strategies and Considerations for the ESRD QIP

SUMMARY OF STRATEGIES AND CONSIDERATIONS

STRATEGY 1: Measure and Report Quality for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider enhancing data collection and developing statistical techniques to allow
measurement and reporting of performance for beneficiaries with social risk factors on key quality and
resource use measures.
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CONSIDERATION 2: When feasible, consider developing and introducing a new measure or domain on
Achieving Health Equity to the ESRD QIP to assess and reward facility efforts to reduce health disparities.

CONSIDERATION 3: Prospectively monitor the financial impact of the ESRD QIP on facilities
disproportionately serving beneficiaries with social risk factors.

STRATEGY 2: Set High, Fair Standards for All Beneficiaries

CONSIDERATION 1: The measures used in the ESRD QIP should continue to be examined to determine if
adjustment for social risk factors is appropriate.

CONSIDERATION 2: Program measures should be studied to determine whether differences in health
status might underlie the observed relationships between social risk and performance, and whether
better adjustment for health status might improve the ability to differentiate true differences in
performance between facilities.

STRATEGY 3: Reward and Support Better Outcomes for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider providing additional financial incentives to reward facilities that achieve
high quality or significant improvement for beneficiaries with social risk factors.

CONSIDERATION 2: Consider using existing or new quality improvement programs to provide targeted
technical assistance to facilities that disproportionately serve beneficiaries with social risk factors to
improve quality and ensure they can successfully participate in the reporting required for the ESRD QIP.

CONSIDERATION 3: Consider developing demonstrations or models focusing on care innovations that
may help achieve better outcomes for beneficiaries with social risk factors.

CONSIDERATION 4: Consider further research to examine the costs of caring for beneficiaries with social
risk factors and to determine whether current payments adequately account for these differences in
care needs.

VIIl.  Skilled Nursing Facilities (SNF)

Research Questions

e Isthere a relationship between beneficiary social risk and performance on quality measures in
the Skilled Nursing Facility (SNF) setting?
e Isthere a relationship between SNF social risk profile and performance on these metrics?

Key Findings:

e Analyses showed that beneficiaries at high social risk were much more likely to be re-hospitalized
during the first 30 days of a SNF stay. However, after applying the risk adjustment variables to the
model, these effects were significantly smaller, and the effect of dual enroliment disappeared.

e Similarly, by raw readmission rates, being at a SNF with a high proportion of dually-enrolled, low-
income, Black, or Hispanic beneficiaries, or beneficiaries with disabilities, was associated with an
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increased likelihood of re-hospitalization during the first 30 days of a SNF stay, regardless of a
beneficiary’s social risk. This result decreased with CMS risk adjustment, but remained significant.

e The exception to these findings was for rural beneficiaries and rural SNFs, where readmission rates
were lower than in urban settings, but results were not statistically significant.

e  When beneficiary and provider social risk factors were included in a single model, the provider level
effect was in general larger than the beneficiary level effect.

Strategies and Considerations for the SNF setting

SUMMARY OF STRATEGIES AND CONSIDERATIONS

STRATEGY 1: Measure and Report Quality for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider developing SNF readmission measures and/or statistical approaches
suitable for reporting of performance for beneficiaries with social risk factors, where feasible.

CONSIDERATION 2: When feasible, consider developing and introducing a new measure or domain on
Achieving Health Equity to the SNF VBP program to assess and reward facility efforts to reduce health
disparities.

CONSIDERATION 3: Consider increasing the number of metrics included in SNF VBP to be more reflective
of a broader agenda for improving quality in this setting.

CONSIDERATION 4: As SNF VBP is implemented, consider prospectively monitoring for potential
unintended consequences. Specifically, the potential for reducing access to care for beneficiaries
perceived to be at high risk of readmission, such as dually-enrolled beneficiaries, beneficiaries with
disabilities or individuals with multiple comorbidities, should be tracked.

STRATEGY 2: Set High, Fair Standards for All Beneficiaries

CONSIDERATION 1: The SNF readmission measure should continue to be examined to determine if
adjustment for social risk factors is appropriate.

CONSIDERATION 2: Program measures should be studied to determine whether differences in health
status might underlie the observed relationships between social risk and performance, and whether
better adjustment for health status might improve the ability to differentiate true differences in
performance between providers.

STRATEGY 3: Reward and Support Better Outcomes for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider providing additional financial incentives to reward skilled nursing facilities
that achieve high quality or significant improvement for beneficiaries with social risk factors.

CONSIDERATION 2: Consider using existing or new quality improvement programs to provide targeted
technical assistance to skilled nursing facilities that disproportionately serve beneficiaries with social risk
factors to help improve quality.

CONSIDERATION 3: Consider developing demonstrations or models focusing on care innovations that
may help achieve better outcomes for beneficiaries with social risk factors.

CONSIDERATION 4: Consider further research to examine the costs of caring for beneficiaries with social
risk factors and to determine whether current payments adequately account for these differences in
care needs.
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IX. Home Health Agencies (HHA)

Research Questions

e Is there a relationship between beneficiary social risk and performance on quality measures in
the Home Health Agency (HHA) setting?
e |s there a relationship between HHA social risk profile and performance on these metrics?

Key Findings:

e By raw rates, beneficiaries with social risk factors were much more likely to be re-hospitalized or
use ED services during the first 30 days of home health care.

e CMS risk adjustment decreased the effect to some degree, but many social risk factors remained
predictive of re-hospitalization and ED use at the beneficiary level. Results were more mixed at
the provider level.

e Inlooking at the relative contribution of beneficiary-level versus provider-level effects,
beneficiary dual enrollment and disability status were the dominant factors.

Strategies and Considerations for the Home Health Setting

SUMMARY OF STRATEGIES AND CONSIDERATIONS

STRATEGY 1: Measure and Report Quality for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider enhancing data collection and developing statistical techniques to allow
measurement and reporting of performance for beneficiaries with social risk factors on key HHA quality
and resource use measures.

CONSIDERATION 2: When feasible, consider developing and introducing a new measure or domain on
Achieving Health Equity to the HHVBP program to assess and reward facility efforts to reduce health
disparities.

CONSIDERATION 3: As HHVBP is implemented, consider prospectively monitoring for potential
unintended consequences. Specifically, the potential for reducing access to care for beneficiaries
perceived to be at high risk of readmission, such as dually-enrolled beneficiaries, beneficiaries with
disabilities or individuals with multiple comorbidities, should be tracked.

STRATEGY 2: Set High, Fair Standards for All Beneficiaries

CONSIDERATION 1: The HHA readmission and ED use measures should continue to be examined to
determine if adjustment for social risk factors is appropriate.

CONSIDERATION 2: Program measures should be studied to determine whether differences in health
status might underlie the observed relationships between social risk and performance, and whether
better adjustment for health status might improve the ability to differentiate true differences in
performance between agencies.

STRATEGY 3: Reward and Support Better Outcomes for Beneficiaries with Social Risk Factors

CONSIDERATION 1: Consider providing additional financial incentives to reward agencies that achieve
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high quality or significant improvement for beneficiaries with social risk factors.

CONSIDERATION 2: Consider using existing or new quality improvement programs to provide targeted
technical assistance to providers that disproportionately serve beneficiaries with social risk factors to
help improve quality.

CONSIDERATION 3: Consider exploring the potential under the HHA demonstration program to test care
innovations particularly focused on beneficiaries with social risk factors.

CONSIDERATION 4: Consider further research to examine the costs of caring for beneficiaries with social
risk factors and to determine whether current payments adequately account for these differences in
care needs.
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Appendix Chapter 1: Introduction

Appendix Table 1.1: Legislative Charge

One Hundred Thirteenth Congress of the United States of America AT THE SECOND

SESSION. An Act To amend title XVII11 of the Social Security Act to provide for standardized postacute care
assessment data for quality, payment, and discharge planning, and for other purposes.

SECTION 1. SHORT TITLE.
This Act may be cited as the ‘‘Improving Medicare Post-Acute Care Transformation Act of 2014’ or the ‘‘IMPACT
Act 0f2014”’.

SEC. 2. STANDARDIZATION OF POST-ACUTE CARE DATA. ... ..

(d) IMPROVING PAYMENT AcCURACY UNDER THE PAC PAYMENT SYSTEMS AND OTHER MEDICARE PAYMENT SYSTEMS.—
(1) STUDIES AND REPORTS OF EFFECT OF CERTAIN INFORMATION ON QUALITY AND RESOURCE USE.—
(A) STUDY USING EXISTING MEDICARE DATA.—
(i) STuDY.—The Secretary of Health and Human Services (in this subsection referred to as the
““‘Secretary’”) shall conduct a study that examines the effect of individuals’ socioeconomic status
on quality measures and resource use and other measures for individuals under the Medicare
program under title XVI11 of the Social Security Act (42 U.S.C. 1395 et seq.) (such as to recognize
that less healthy individuals may require more intensive interventions). The study shall use
information collected on such individuals in carrying out such program, such as urban and rural
location, eligibility for Medicaid under title X1X of such Act (42 U.S.C. 1396 et seq.) (recognizing
and accounting for varying Medicaid eligibility across States), and eligibility for benefits under
the supplemental security income (SSI) program. The Secretary shall carry out this paragraph
acting through the Assistant Secretary for Planning and Evaluation.
(if) ReporT.—Not later than 2 years after the date of the enactment of this Act, the Secretary shall
submit to Congress a report on the study conducted under clause (i).
(B) STUDY USING OTHER DATA.—
(i) STupy.—The Secretary shall conduct a study that examines the impact of risk factors, such as
those described in section 1848(p)(3) of the Social Security Act (42 U.S.C. 1395w-4(p)(3)), race,
health literacy, limited English proficiency (LEP), and Medicare beneficiary activation, on quality
measures and resource use and other measures under the Medicare program (such as to recognize
that less healthy individuals may require more intensive interventions). In conducting such study
the Secretary may use existing Federal data and collect such additional data as may be necessary
to complete the study.
(ii) ReporT.—Not later than 5 years after the date of the enactment of this Act, the Secretary shall
submit to Congress a report on the study conducted under clause (i).
(C) EXAMINATION OF DATA IN CONDUCTING STUDIES.—
In conducting the studies under subparagraphs (A) and (B), the Secretary shall examine what hon-Medicare
data sets, such as data from the American Community Survey (ACS), can be useful in conducting the types
of studies under such paragraphs and how such data sets that are identified as useful can be coordinated
with Medicare administrative data in order to improve the overall data set available to do such studies and
for the administration of the Medicare program.
(D) RECOMMENDATIONS TO ACCOUNT FOR INFORMATION IN PAYMENT ADJUSTMENT MECHANISMS.—IT the studies
conducted under subparagraphs (A) and (B) find a relationship between the factors examined in the studies
and quality measures and resource use and other measures, then the Secretary shall also provide
recommendations for how the Centers for Medicare & Medicaid Services should—
(i) obtain access to the necessary data (if such data is not already being collected) on such factors,
including recommendations on how to address barriers to the Centers in accessing such data; and
(i) account for such factors—
(1) in quality measures, resource use measures, and other measures under title XVI11 of
the Social Security Act (including such measures specified under subsections (c) and (d)
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of section 1899B of such Act, as added by subsection (a)); and

(11) in determining payment adjustments based on such measures in other applicable

provisions of such title.
(E) FunpiNg.—There are hereby appropriated to the Secretary from the Federal Hospital Insurance Trust
Fund under section 1817 of the Social Security Act (42 U.S.C. 1395i) and the Federal Supplementary
Medical Insurance Trust Fund under section 1841 of such Act (42 U.S.C.1395t) (in proportions determined
appropriate by the Secretary) to carry out this paragraph $6,000,000, to remain available until expended.

END OF EXCERPT

Appendix Table 1.2: National Academies of Medicine Reports

Report Title

Link

Accounting for Social Risk
Factors in Medicare Payment:
Identifying Social Risk Factors
(2016)

http://www.nationalacademies.org/hmd/Reports/2016/Accounting-
for-Social-Risk-Factors-in-Medicare-Payment.aspx

Systems Practices for the Care of
Socially At-Risk Populations
(2016)

http://www.nationalacademies.org/hmd/Reports/2016/Systems-
Practices-for-the-Care-of-Socially-At-Risk-Populations.aspx

Report on potential criteria and
methods for addressing Social
Risk Factors

Forthcoming

Report on existing or new Social
Risk Factors data sources

Forthcoming

Appendix Tables 1.3a-e: Workgroups

A. Hospital Value-Based Payment Programs Workgroup

Hospital Workgroup

Blatt, Jody (CMS/CMMI)

Brea, Michael (CMS/CM)

Carr, Brendan (OS/ASPR/OPP)

Cheng, Ing Jye (CMS/CM)

Clift, Joseph B. (CMS/CCSQ)

Go, Kimberly (CMS/CM)

Goldstein, Elizabeth H. (CMS/CM)

Goodrich, Kate (CMS/CCSQ)

Han, Lein F. (CMS/CCSQ)

Hayden, Megan R. (CMS/CCSQ)

Houseal, Delia L. (CMS/CCSQ)

Im, Grace H. (CMS/CCSQ)

James, Cara V. (CMS/OMH)
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Larbi, Fiona M. (CMS/CM)

Lee, Allison K. (CMS/CM)

Lehrman, William G. (CMS/CM)

Lipschutz, Tehila (CMS/CM)

Meyyur, Vinitha (CMS/CCSQ)

Moore, Paul (HRSA)

Mueller, Curt (HRSA)

Nichols, Debra (CMS/CCSQ)

Obi, Chioma (CMS/CM)

Pilotte, John C. (CMS/CM)

Pollock, Daniel (CDC/OID/NCEZID)

Poyer, James M. (CMS/CCSQ)

Ricksecker, Elizabeth G. (CMS/FCHCO)

Rodgers, Tricia L. (CMS/CM)

Spalding Bush, Kimberly (CMS/CM)

Tefera, Lemeneh (CMS/CCSQ)

Thompson, Donald (CMS/CM)

Thompson, Shaneka N. (CMS/CCSQ)

Tourison, Cindy (CMS/CCSQ)

Wetherson, David (CMS/CCSQ)

Yong, Pierre L. (CMS/CCSQ)

B. Medicare Advantage Quality Star Rating Program Workgroup

MA Workgroup

Ahern, Robert J. (CMS/CM)

Flow-Delwiche, Elizabeth (CMS/CM)

Gaillot, Sarah (CMS/CM)

Goldstein, Elizabeth H. (CMS/CM)

James, Cara V. (CMS/OMH)

Kelman, Jeffrey A. (CMS/CM)

Ketcham, Michelle B. (CMS/CM)

Larrick, Amy (CMS/CM)

Lee-Martin, Alice C. (CMS/CM)

McDowell, Audrey (HHS/ASPE)

McNally, Diane (CMS/CM)

Miranda, David J. (CMS/CM)

Moore, Paul (HRSA)

Mueller, Curt (HRSA)

Ricksecker, Elizabeth G. (CMS/FCHCO)

Tudor, Cynthia G. (CMS/CM)
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MSSP and Physician VM Workgroup

Autrey, Sophia (CMS/CCSQ)

Black, Cassandra S. (CMS/CM)

Blatt, Jody (CMS/CMMI)

Caplan, Craig (HRSA)

Carrier, Emily R. (CMS/CMMI)

Chell, Regina (CMS/CCSQ)

Davis, Jeffrey (HHS/ASFR)

Elam, Linda (HHS/ASPE)

Fogler, Sarah (CMS/CM)

Fuentes, Lauren K. (CMS/CPI)

Goldstein, Elizabeth H. (CMS/CM)

Green, Daniel (CMS/CCSQ)

Grimsley, Heather S. (CMS/CM)

Han, Lein F